Until 1948 notching of the ribs was considered to be pathognomonic of coarctation of the aorta.
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DISCUSSION
Unilateral notching of the ribs can be divided into three groups:
(1) Coarctation of the aorta proximal to, or including, the left subclavian artery (Bayley and Holoubek, 1940; Campbell and Baylis, 1956) .
(2) Cyanotic heart disease. (a) With a history of previous surgical intervention (Kent, 1953; Campbell, 1958) ; (b) without a history of surgical intervention (Batchelder and Williams, 1948; Reynolds, 1950; Lowe, 1953; Campbell, 1958 Bavendam, 1952) .
By far the majority of cases are associated with cyanotic heart disease and most often-notching appears after surgical intervention. Campbell (1958) dilate as part of the development of a collateral blood supply to the arm following division of the subclavian artery. The detailed anatomy of such a supply has been studied in a patient whose subclavian artery was sectioned in the treatment of a syphilitic aneurysm of the axillary artery (Atkins and Joseph, 1956 ). The main collateral routes ran via the suprascapular, acromio-thoracic, and upper intercostal arteries. There were also collateral branches from the first part of the subclavian artery to the apex of the lung. However, this situation is not quite analogous, since the Blalock-Taussig procedure usually implies division of all the branches of the first part of the subclavian artery; collateral routes then depend on branches from the aorta, carotid artery, and arteries from the opposite side of the body. One possible route could run via aortic intercostals, to anterior intercostals, to the internal mammary artery, to anastomoses in the chest wall with the superior thoracic, lateral thoracic, and subscapular arteries and thence to the axillary artery (Campbell, 1958) . Presumably the volume of blood carried by this route may sometimes be so large that notching of the ribs occurs.
Collateral blood supply to the arm cannot be the entire explanation since cases have been reported where notching occurred in the absence of obstruction to the subclavian artery (Batchelder and Williams, 1948; Reynolds, 1950; Lowe, 1953; Campbell, 1958) . If the histories of such cases are examined, preceding disease in the lung or pleura on the affected side has sometimes been present (Table) .
In the three patients reported here, two had a Blalock-Taussig operation, and one had, in effect, It is a curious fact that even when an attempt to anastomose the subclavian artery to the pulmonary artery fails, patients sometimes benefit (Barrett and Daley, 1949; Monod, Kateb, and Vandooren, 1950; Kent, 1953) . This is probably due to the development of pleural adhesions and collateral systemic flow into the lungs via both intercostal and bronchial arteries. The idea of promoting collateral intercostal blood supply to the lung has formed the basis for an operation in which part of the parietal pleura is stripped and asbestos powder is introduced into the pleural cavity (Barrett and Daley, 1949 The importance of the development of a collateral blood supply to the arm following division of the subclavian artery, and of the development of collateral channels to the lungs via pleural adhesions has been discussed.
In the Blalock-Taussig operation, both mechanisms may act in unison.
